PREVIOUS studies have described the relative extent and severity of atherosclerosis observed in aortas taken from unselected autopsies of a group of low-income Guatemalans as compared to a similar group of United States inhabitants in New Orleans.1' 2 These reports indicated that the early lesions of aortic atherosclerosis, which simple fatty streaks are presumed to represent, developed at very nearly the same rate in both groups up through the third decade; but the more advanced changes-fibrous plaques, ulceration, hemorrhage, thrombosis, and calcificationwere much less severe in the Guatemalans than in the individuals from New Orleans. These population samples represented individuals dying in a large general charity hospital in each area, and consequently represented the lowest income groups of both regions. Racially, however, the 2 groups were quite distinct. The United States white population as a whole is characterized by an approximate 45 per cent incidence of blood group "0. "3 On the other hand, the low- The findings are incorporated into an "atherosclerotic profile," a 5-digit figure that expresses both the proportion of the intima that is diseased and the decimal fraction of the diseased portion made up by each of the 4 types of lesions. By appropriate weighting, the elements of the profile are integrated and an index of atherosclerosis is derived that expresses severity on a scale ranging from 0 to 100.
RESULTS
As reflected by the atherosclerotic index, the progression of the severity of atherosclerosis with age is depicted in figure 1 . Significant differences in the weighted index of atherosclerosis in the Attractive though the assumption of a causal relationship between diet, serum lipids, and atherosclerosis may be, certain gaps in the chain of evidence and criticisms of the presently reported data must be pointed out. For one, the dietary habits of the population group represented by the New Orleans sample have not been as specifically determined as those for the Guatemalan or Costa Rican groups. This part of the United States cannot be accepted as "average" for the United States population, as it is culturally and geographically rather unique. Furthermore, although we believe that the people dying in large general charity hospitals offer the most reproducible autopsy population sample available, the possibility of biased selection remains. The size of the sample for each group is being continually increased, so that it should soon be possible to make not only agespecific but also sex-specific and cause of death-specific comparisons. Finally, it must be remembered that these data deal only with aortic lesions, and that a correlation of aortic with coronary and cerebral lesions remains to be firmly established. SUMMARY The incidence and severity of aortic atherosclerosis was studied in 941 aortas obtained from autopsies performed on low-income Costa Ricans, Guatemalans, and New Orleans whites. The study covered cases ranging from 1 to 80 years of age and the findings indicated geographic differences in the severity of aortic atherosclerosis after the age of 30 years. The severity of involvement with atherosclerotic lesion as indicated by 3 Seventy-eight cases of nonbacterial thrombotic endocarditis occurring over the past 22 years among 18,486 consecutive autopsies at the Mallory Institute of Pathology at the Boston City Hospital were analyzed. From a clinical standpoint, the patients were separated into 3 groups. The first group in which embolization of organs constituted the chief clinical picture may permit of antemortem diagnosis. In a patient with cardiac decompensation and evidence of embolization of several organs, the important differentiation is between nonbacterial thrombotic endocarditis, bacterial endocarditis, and mural thrombi of the cardiac chambers. In the second group, in which embolization is at least partially masked by a more primary disease, diagnosis is more difficult and may be considered when a patient in the elderly age group confined to bed develops symptoms consistent with embolization of organs which do not constitute a phase of the natural history of the primary disease. Diagnosis in the third group in which there is no embolization of organs and in which the valvular lesions constitute an incidental finding at autopsy is probably not possible. In 11 cases, emboli were found that were considered to have arisen from the valvular vegetations and to have caused or contributed to the patient's death. The organs principally involved were the brain, the spleen, and the kidneys. The most commonly associated diseases in this series were cancer (36 per cent), heart failure (30 per cent), and vascular thromboses (27 per cent). The pathogenesis of the vegetations is considered to be the occurrence of thrombi formed from blood within the cardiac chambers upon nonspecific areas of focal fibrocollagenous degeneration of valves. When embolization occurs, it is considered to be the result of a portion of adherent thrombus breaking off into the circulation. The main feature pathologically is the lack of cellular reaction in the involved valve in nonbacterial thrombotic endocarditis in contrast to the other types such as acute bacterial endocarditis, subacute bacterial endocarditis, healed bacterial endocarditis, healed rheumatic endocarditis, active rheumatic endocarditis, and the atypical verrucous endocarditis of Libman-Sacks. WENDKOS 
